Introduction: Laparoscopic adjustable gastric banding (LAGB) is commonly used for the management of morbid obesity in women of reproductive age. This surgery was found to be safe and well tolerated during pregnancy, with a lower incidence of gestational diabetes and maternal hypertension than was found in control subjects. The most common complications of LABG include gastric perforation, band slippage, and port disconnection. We present an unusual complication of LABG during pregnancy.
INTRODUCTION
Bariatric surgeries are gaining popularity as the leading treatment for morbidly obese patients who failed to lose weight by conservative methods. In the past decade, laparoscopic adjustable gastric banding (LABG) has become the procedure of choice for most of these patients. More than 50% to 80% of LAGBs are performed in women, of which about one-half are of reproductive age. Therefore, pregnancy with the LAGB device in situ is common. 1, 2 Although LABGs are generally safe and well tolerated during pregnancy, they may cause intractable nausea and vomiting, which are resolved with deflation of the silicon band. 3 Other complications associated with the LABG procedure, such as erosion of the band into the stomach, leakage, and other problems related to the access port, are generally rare. 4 In this case report, we describe an unusual complication of LABG in pregnancy, the entrapment of the adnexum by the connecting gastric band.
CASE DESCRIPTION
The patient is a 34-year-old woman, gravida 2, para 1, who underwent the LAGB procedure for morbid obesity (body mass index of 43 kg/m 2 ) 3 years prior to her current presentation. Her past surgical history was also significant for a cesarean section in her previous pregnancy. The index pregnancy was a singleton pregnancy achieved by in vitro fertilization treatment for male infertility. She was hospitalized twice for ovarian hyperstimulation syndrome and was treated by parenteral albumin and paracentesis of her ascites. Her prepregnancy body mass index was 32.3 kg/m 2 . The patient presented at 14 weeks' gestation with severe left lower quadrant abdominal pain and nausea. Her pain started a few hours earlier and woke her from sleep. On physical examination, her blood pressure was 114/73 mm Hg, and her heart rate was 82 beats/min. She was afebrile. On abdominal examination, the lower abdomen, particularly on the left side, was tender to palpation. The abdominal palpation also elicited rebound tenderness and guarding. Bowel sounds were detected on auscultation. On pelvic bimanual examination, the uterus was enlarged to 14 weeks' gestation and the adnexa were both enlarged. The left adnexum was extremely tender to palpation and was located in the mid abdomen. The cervix was not dilated or effaced.
Sonographic evaluation using vaginal and abdominal probes demonstrated a viable singleton fetus with a biometry consistent with the gestational age. The right ovary contained numerous cystic structures consistent with ovarian stimulation and was enlarged to 5.4 ϫ 6.8 cm in diameter. The left ovary had a similar appearance and was enlarged to 8.5 ϫ 5.6 cm in diameter. The left ovary was located in the mid abdomen, and the sonographer's impression was of stromal edema. On Doppler flow examination, no blood flow was demonstrated to the left ovary. A small amount of free pelvic fluid was seen.
Laboratory test results revealed the complete blood cell count, liver and renal function, and coagulation tests were within normal limits. C-reactive protein was mildly elevated to 24.9 mg/L (normal upper limit is 5 mg/L).
Based on the presumed diagnosis of left adnexal torsion, the patient was prepared for an urgent laparoscopic procedure. Because of the size of the gravid uterus, laparoscopy was performed with placement of the Veress needle in the left upper quadrant (Palmer's point) well above the uterine fundus. Following creation of the pneumoperitoneum, a 5-mm port was inserted in the left upper quadrant, followed by two 5-mm accessory ports inserted under direct visualization. On laparoscopy, the left adnexum was found to be entrapped by the connecting tube of the LAGB device. The left adnexum was released using an atraumatic grasper and regained its normal color and appearance (Figure 1) . The postoperative course was uneventful, and the patient was discharged home 2 days later. The pregnancy proceeded without further complication, and the patient delivered on term by repeat cesarean section.
DISCUSSION
LABGs are commonly performed in women of reproductive age, 1 making this procedure a relatively common feature in pregnancy. Most pregnancies with LABGs are uneventful, although intractable nausea and vomiting may be present due to the increased intra-abdominal pressure associated with pregnancy. 3 Other less common complications of LABGs in pregnancy may include leakage and disconnection of the tube 4 and, rarely, strangulation of the upper jejunum through an internal hernia. 5 In this case report, we present an unusual complication of the LABG in a 14 weeks' gestation pregnancy, where the gastric band entrapped the left adnexum, causing a decrease to its blood supply, adnexal ischemia, and a clinical and sonographic picture resembling adnexal torsion. This complication was probably enabled by the increased size and multicystic appearance of the adnexum, which is a common sequela of in vitro fertilization treatment. 6 Laparoscopy has been used increasingly in pregnancy for management of gynecologic conditions such as adnexal torsion and ovarian cysts and nongynecologic conditions such as acute appendicitis. 7, 8 Naturally, special considerations are required when performing laparoscopy in pregnancy, such as safe abdominal entry, patient positioning, port placement, insufflation pressure, and postoperative monitoring and treatment of the patient and the fetus (including considering tocolytics and venous thromboembolic prophylaxis). 9 In the current case, the laparoscopic approach enabled diagnosis and release of the Although, to our knowledge, this is the first case report to describe this complication in the literature, the increasing use of LABG in women of reproductive age may bring on similar cases in the future. We suggest awareness of this condition in gravid women with a history of LABG procedure and acute abdominal pain.
